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doi:10.1016/j.ejvsextra.2010.09.001 Abstract Introduction: Type II endoleak with high risks of complications can be managed by 
endovascular catheterization or direct percutaneous approach if standard endovascular tech-
niques failed as it is reported in our observation. 
Report: A 79-year-old patient was treated two months earlier by stent-graft for a retroperito-
neal rupture of a right common iliac artery aneurysm. The 2 months follow-up CT-scan showed 
an endoleak from the right hypogastric artery without clearly outflow vessel. Ultrasound guid-
ance was used to access the endoleak, which was then embolized with coils under fluoroscopy. 
Discussion: This case illustrates the possible advantages of this technique in the treatment of 
endoleak. 
ª 2010 European Society for Vascular Surgery. Published by Elsevier Ltd. 
Open access under CC BY-NC-ND license.Introduction 
Endoleaks are sometimes encountered after attempted 
exclusion of an aneurysm and can cause potential expansion 
and rupture. Although most type II endoleaks are watched 
and not repaired, type II endoleak with high risks of 
complications is managed by endovascular catheterization jvs.2010.09.026. 
’imagerie diagnostique et 
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otmail.com (F. Cornelis). 
r Vascular Surgery. Published by of arterial branches supplying the endoleak.1 Sometimes, 
a direct percutaneous approach is required if standard 
endovascular techniques failed2 as it is reported in our 
observation. 
Case report 
A 79-year-old man with history of arterial hypertension, 
atrial fibrillation and non obstructive hypertrophic myo-
cardiopathy has been treated two months ago for a retro-
peritoneal rupture of a right iliac common artery aneurysm. 
This 55 mm diameter and 70 mm in length aneurysm has 
been discovered on the CT-scan following an acute 
abdominal pain and hypovolemia. It has been treated in 
emergency by aorto-iliac stent-graft (Talent, Medtronic , Elsevier Ltd. Open access under CC BY-NC-ND license .
e40 F. Cornelis et al.France) after catheterization of the right femoral artery
and ipsilateral internal iliac artery embolization, followed
by a femoro-femoral bypass. An occluder (Amplatzer, Aga,
USA) was inserted into the left common iliac artery. Post-
operative angiography has shown an exclusion of the
aneurysm without endoleak.
On the 2months follow-upCT-scan, the aneurysmwas still
perfused by an endoleak issue from the right hypogastric
artery (Fig. 1aec)without clearly outflow vessel. Therewere
no symptoms of distal embolization or compression on the
pelvic structures. The aorta was not dilated. As no endo-
vascular access, a percutaneous embolization has been
planned.
The patient has been referred to our service after an US
examination to assess the feasibility of the intervention
(Fig. 2a). After sedation, via a percutaneous abdominal
approach under US guidance, the embolization of the distal
part of the right hypogastric artery under fluoroscopy
monitoring has been performed. The 18 Gauge needle has
been introduced into the endoleak followed by a distal
catheterization with a micro wire and a micro catheterFigure 1 Coronal (a), sagital (b) and axial (c) contrast pelvic CT-
iliac artery aneurysm from the internal iliac artery (dashed arrow
a stable aneurysm with no filling of the endoleak. Coils can be see(Progreat, Terumo, France). Then, three detachable
coils (Axium, EV3, France) were positioned to reduce
blood flow. Embolization has been completed by deposing
several platinum coils (Tornado, Cook, Ireland) within the
aneurysm to avoid its revascularization (Fig. 2a and b). The
control angiogram has been considered as satisfactory
(Fig. 2c) without intra-operative complications. The next
day, the patient has been discharged. An enhanced CT-scan
has been done 1 month and 6 month after the procedure
(Fig. 1d) and has shown the complete thrombosis of the
iliac aneurysm without increase of diameter.Discussion
Stent-grafts have become an alternative to standard open
surgery of aneurysm in high-risk patients due to their lower
rate of complications. However, it’s necessary to identify
and to exclude all feeding vessels as internal iliac arteries
to avoid endoleak and to ensure long-term success. In case
of emergency, it may be difficult during the procedure toscan showing filling of type II endoleak (arrow) within the right
). Axial contrast pelvic CT at 1-month follow-up (d) showing
n inside the aneurysm (arrow).
Figure 2 Axial US-scan (a) show the endoleak (arrow) within the aneurysm (dashed arrow). Anteroposterior pelvic angiogram
through a micro-catheter percutaneous introduced showing the stent-graft (b) in the right iliac artery and filling of the type II
endoleak (c). After embolization, angiogram (d) show complete occlusion of the right internal iliac artery.
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endoleak. Although type II endoleaks can have a benign
course,1 treatment is required when persistent flow in the
aneurysm sac with interval expansion is reported.
Therapeutic options include open or laparoscopic
surgery, and endovascular treatment for high risk patients.
If transarterial techniques are not feasible, CT3 or
US-guided4 direct puncture can be performed. Although the
retroperitoneal approach is considered as more safely,
transperitoneal approach under US-guidance was preferred
because we had the experience with this modality for
treatment of type II endoleaks and bowel can be avoided by
the pression of the echographic probe.5 Another advantage
of the ultrasound monitoring is the real-time visualization
of the endoleak. Catheterization of the aneurysm near the
internal iliac branches, associates with utilization of
microcatheters, facilitates the selective embolization of
the branches. Selective distal embolization decreases the
risk of late reperfusion of the embolized aneurysm but
increases the risk of clinical buttock claudication.
In conclusion, this case illustrates the possible advan-
tages of this technique in the treatment of these endoleaks
in high-risk patients but further investigations must be
proposed in order to confirm this observation.Conflict of interest
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